SUMMARY In a group of forty cases of cysticercosis of the central nervous system, 59% presented with intracranial hypertension due to obstructive hydrocephalus. Ventricular or cistemal cysts, and chronic cysticercus meningitis were the most common causes of hydrocephalus. Seizures occurred in 40% of the patients, in one-half of them in association with CT-detected parenchymatous cysts. In 20% of the cases progressive mental deterioration was the main clinical feature, at times associated with hydrocephalus. CT scan provided the highest diagnostic yield, being abnormal in 90% of cases. Long term prognosis was poor, with a mortality rate of 38% over a 40-month follow-up period. The most common cause of death (60%) was meningitis. CSF shunting is the treatment of choice for hydrocephalus, irrespective of its mechanism. Surgical resection is indicated in some cases with a single superficial (cortical) or posterior fossa cyst. Supratentorial cysts carry a relatively benign prognosis.
The aetiology of neurocysticercosis, the biological cycle of the parasite, and the pathological lesions it provokes have been well documented.'-'°However, some aspects of the disease, such as its initial clinical manifestations, the yield of various diagnostic methods, and its treatment still remain unclear. In addition, accurate figures on outcome and long-term prognosis are not widely available. We report a group of 40 patients with cysticercosis of the central nervous system, in an attempt to clarify these questions.
Forty patients with a diagnosis of neurocysticercosis were studied. Aids to diagnosis included complement fixation reaction in blood and cerebrospinal fluid (CSF), counterimmunoelectrophoresis, and intradermal reactions. These tests were positive in 32 cases. The diagnosis was verified pathologically in 18 cases, and the cause of death was verified by necropsy in 10 cases. Follow-up covered periods from 7 to 97 months (mean: 40 months) in 32 patients.
Results
The ages of patients ranged from 9 to 69 years, and 24 patients were under 40 years; The time between onset of symptoms and diagnosis was variable: less than 1 month in 11 cases, less than 6 months in 26, and less than one year in 30 patients.
The clinical presentation at onset is shown in table 1. The principal signs were (a) Intracranial hypertension (20 patients). In 12 patients it was the only manifestation, and in eight it was associated with mental deterioration or seizures. Thirteen patients developed symptoms of gradually increasing intracranial hypertension over periods shorter than 6 months, whereas six others had an intermittent course with symptoms lasting weeks to months. One other patient had symptoms for 10 years, and funduscopic examination on admission revealed bilateral optic atrophy. In 11 patients papilloedema was detected on initial examination. (b) Seizures (16 patients fig 2) were present in 90% of the cases. In one instance, initial examination showed no abnormality, but on repeat scan one month later multiple small cysts were detected.
The following correlations between clinical syndromes and anatomo-radiological lesions were observed: (a) Intracranial hypertension. The cause of this syndrome was hydrocephalus in 17 patients, (fig 4) . In three patients with motor deficits only angiog- 
Discussion
Neurocysticercosis usually affects the young adult in full active life.9-'4 Therefore, it is especially important to understand its pathophysiology, and devise proper forms of therapy. In our series, the diagnosis was made within 6 months of the onset of symptoms in 70% of the cases, in contrast with older series in which the disease was commonly diagnosed after a year or more. This difference probably reflects the current widespread use of CT scan in neurologic diagnosis. Although this method rarely shows pathognomonic images,9 it often provides evidence for the diagnosis,589 15-19 as shown in figs 2 and 4. As a result of the introduction of CT scanning, the number of cases of cysticercosis diagnosed in our department has doubled over the last 3 years.
The principal clinical manifestation in our series was intracranial hypertension. In 85 % of these there was hydrocephalus due to cisternal or ventricular cysts or obstruction of subarachnoid spaces by diffuse basilar meningitis. This suggests that when intracranial hypertension is present, the main condition responsible is hydrocephalus, which carries in general a poor prognosis.
Seizures were observed in 40% of the cases, a figure similar to that reported in the literature on adult cysticercosis.2 9 1220 A recent report on childhood cysticercosis2' documented a higher incidence of seizures (75-82%), probably reflecting the lower convulsive threshold in this age group in general. In the majority of our cases the seizures were generalised, and were commonly associated with intracranial hypertension or mental deterioration. Half of these patients underwent CT scanning, and parenchymatous cysts were found. The remaining patients were studied with plain skull radiographs and arteriography, and it is recognised that small cystic fig 2A) ; low-attenuation cystic lesions with contrast ring enhancement after contrast injection ( fig 2C) ; the pathognomonic image of cysts containing a calcified scolex (fig 4) ; demonstration of a "filling defect" in the cisternal or ventricular space with CT after metrizamide injection9 '" a 
